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OMB NO.: 0938-


Citation or Requirement
Condition 


435.725 B. Post-Eligibility Treatment of Institutionalized 

Individuals 435.733 


435.832 

The following amounts are
deducted from gross income when 

computing the applicationof an individual's or couple's 

income to the cost of institutional care: 


1. Personal Needs Allowance. 


a. Aged, blind, disabled-


* 

* 

b .  

Individuals $ 60 

Couples $ 120 


The personal needs allowance for SSI recipients in 

nursing facilities and chronic disease hospitalsis 

$65 per month 

For the following individuals with greater need---

Amount paid to veteran pursuant to Section 8003, 

not in excess of $90 per month 


AFDC related--


Children $ 60 
Adults $ 60 

c. Individuals under age 21 covered in this planas 
specified in ItemB . 7 .  of ATTACHMENT 2 . 2 - A .  

$60.00 


-15.725 2. F o r  maintenance of the non-institutionalized 
- 15 . - I 3 3  spouse only. The amount must be based on a 
-35.832 reasonable assessment of need but must not exceed the 

highest of - -

SSI level 

SSP level 

Medically needy level 

Otherfollows
as 


-- .  
' *  NO. 96-03 

$ 
$ 
$ 
$ 1918.50 per provisions 

of Section 1924(d) of the Act 


.. supersedes Approval D a t e  0 6  06/06/01 Effective Date  1/1/96 I 1/1/96 
- .  . no 95-1 6 



revision HCFA-AT-85-3 
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TN N O .  9 6 - 0 3  

Supersedes 

TN No. 95-05 



